8 


SB 


- 


SUPPLEMENT TO THE 


BRITISH MEDICAL JOURNAL 


LONDON 


SATURDAY APRIL 25 1942 


THE EVOLUTION OF THE 
PUBLIC HEALTH SERVICE 
BY 


R. M. F. PICKEN, M.B., Ch.B., D.P.H. 
Mansel Talbot Professor of Preveutive 
Medicine, Welsh National School of 
Medicine 


The development of mechanical power in 
industry, first by harnessing water and 
later by the use of steam, led in the latter 
half of the eighteenth century to the 
growth of large factories, especially in the 
textile areas, and rapid concentration of 
the population employed in or depending 
for livelihood upon them. There was, 
therefore, an unprecedented growth of 
existing and new towns. This growth 
was uncontrolled. It led not only to 
destruction of amenities, but also to the 
congestion of sites with jerry-built houses 
haphazardly arranged without sufficient 
and safe water supplies or drainage or 
refuse disposal. The houses themselves 
were constructed without regard to the 
needs of hygiene, and because their pro- 
vision lagged behind the influx of popula- 
tion they were often grossly overcrowded. 
The workers were to a large extent 
migrants from the villages, without expe- 
rience of the risks of unhygienic behaviour 
in crowded communities and without the 
immunity town-dwellers acquire to the 
prevalent infections. When to these cir- 
cumstances were added the impoverish- 
ment of the villages from enclosures of 
land and the economic depression and 
poverty following the end of the 
Napoleonic wars in the first quarter of 
the nineteenth century, the stage was set 
for deterioration in the health of the 
people. 

Contemporary comment and the analysis 
of imperfect statistical material indicate 
that such a decline in physical well-being 
did occur. It cannot Ss measured accu- 
rately by statistical methods, since there 
were no reliable records of the incidence 
of disease, and even death registration 
was not put on a national basis until 1838. 
It was, however, completely overshadowed 
by the introduction of cholera into the 
country in 1831, spreading in repeated 
waves till beyond the middle of the 
century. This calamity. fostered by in- 
sanitation, fully awakened the minds of 
the Government and the people to the 
need for organized care of the public 
health, and also moulded the character of 
that organization throughout the rest of 
the nineteenth century. 


Central Departments 
In the face of the cholera crisis in 1831, 
first a Consultative Board of Health and 
later a Central Board of Health were 
created, but their concern was merely the 


* For the sake of clearness and brevity this 
memorandum will refer only to provincial England 
and Wales, but at the outset it should be understood 
that history, law, and administration in Scotland 
have been very similar. A like comment applies 
to London, which has its own public health law and 


immediate problem of cholera. The Poor 
Law Commissioners, established by the 
Poor Law Amendment Act of 1834, and 
their successors, the Poor Law Board of 
1847, took cognizance of health problems 
as ancillary to the burden on Poor Law 
relief, until a general Board of Health 
was created by the Public Health Act, 
1848, with this specific responsibility. The 
chequered career of this department need 
not be detailed here. It met with 
numerous obstacles to its work both in- 
side and outside Parliament before its 
functions were split between the Home 
Office and the Privy Council in 1858 and 
then allocated with those of the Poor Law 
Board in 1871 to the newly formed Local 
Government Board. 

At the inception of the public health 
movement, then, and again in 1871, public 
assistance and public health were recog- 
nized as properly falling within the pro- 
vince of one central department. This 
tendency to central integration was ex- 
tended when the Ministry of Health was 
formed in 1919, mainly by the amalgama- 
tion of the Local Government Board and 
the Insurance Commissioners (created in 
1911), while the Central Midwives Board 
and the Board of Control, which had 
come into existence in 1902 and 1913, 
became answerable to Parliament through 
the Minister of Health. Unfortunately 
the intention of Parliament in 1919 to 
bring the school medical service within 
the same ambit was frustrated by the 
Education Act, 1921, which left the 
Minister of Health in little more than 
nominal control, although the chief medical 
officership of the latter Ministry and of 
the Board of Education has remained a 
joint appointment so far. The occupa- 
tional aspect of the health problem re- 
mained under the purview of the Home 
Office (in cetime), which had had this 
responsibility since the inception of 
factory welfare work in 1833. 


Local Authorities 

Local government in relation to health 
was even more confused at the beginning 
of the public health movement than it is 
to-day. It was essentially a modifica- 
tion of the feudal and ecclesiastical 
systems of mediaeval times, on to 
which administration by justices of the 
peace, in collaboration or eng 
with the parish vestries, had been grafted. 
By the end of the eighteenth century any 
democratic element in the governance of 
chartered boroughs had virtually dis- 
appeared. Lords of the manor and 
squires were dominant in town and 
country. Just as the Reform Act of 1832 
had paved the way by extending the fran- 
chise for a more vigorous central policy 
in relation to the health of the people, so 
the Municipal Corporations Act of 1835 
created a democratic machine in the older 
towns which could be used locally for 
the same purpose. In fact the town 


- councils did not automatically become 


health authorities. Such local powers and 
duties as Parliament imposed for the pre- 


vention of disease were at first exercised 
by the Poor Law authorities—viz., the 
Boards of Guardians created by the Poor 
Law Act of 1834—and there are records of 
the grievance felt among district medical 
officers for the relief of the poor because 
new health duties were imposed on them 
without monetary recompense. Inciden- 
tally it may be mentioned that Chadwick, 
who was the architect of the Poor Law 
and public health system of this country, 
seems to have envisaged the district medi- 
cal officer for public assistance as the 
most suitable person to exercise the func- 
tions of medical officer of health. A Poor 
Law Committee of the British Medical 
Association, however, in 1872 drew atten- 
tion to the objections to making presum- 
ably part-time Poor Law medical officers 
the medical officers of health of large 
districts. 

The respective provinces of the 
Guardians and local justices of the peace 
overlapped, and local health boards or 
improvement commissioners in the larger 
towns were assuming health functions to 
an increasing degree. 
the Public Health Acts of 1872 and 1875 
were passed that the country was covered 
obligatorily with a network of urban and 
rural sanitary authorities, the latter being 
the rural members of the Boards of 
Guardians. By the Local Government 
Act of 1894 these came to be styled 
borough, urban, and rural district 
councils, and their relations were defined 
with the county councils which had been 
created by the Act of 1888. Rural district 
councils became independent of the 
Guardians. The Act of 1888 had also 
brought into being county borough 
councils as authorities for large towns 
(now 75,000 or more in population), en- 
tirely independent of county councils. 
Together county councils and county 
borough councils are now referred to as 
major authorities, in contrast to the 
borough, urban, and rural district councils, 
which are comprehensively described as 
county district councils. The main admin- 
istrative change brought about by the 
Local Government Act of 1929 was the 
abolition of the Boards of Guardians after 
an existence of nearly a hundred years, and 
the absorption of their functions by the 
two major authorities. 


Functions of Local Authorities 

The fabric of local government has, 
therefore, been constantly modified 
throughout the past hundred years, and 
it would be unreasonable to suppose that 
the process of change has reached finality. 
It may also be surmised that reforms will 
take place by modification rather than 
replacement in a country with our tradi- 
tional outlook. The county boroughs are 
the only areas which are completely self- 
contained and all-embracing in their 
public health activities. The county 
district councils are, broadly, responsible 
for environmental hygiene and the control 
of infectious disease, objects which were 
the main reasan for the niin 


It was not until . 


' 


66 Aprit 25, 1942 


EVOLUTION 


OF PUBLIC HEALTH SERVICE 


SUPPLEMENT 10 THE 
British Mepicat JOURNAL 


the modern local government system. But 
the county councils exercise a general 
supervision over their work, have acquired 
powers to carry out some of it themsélves, 
may supersede them, may _ initiate 
measures to alter their areas of adminis- 
tration, and generally may interfere in 
their operations in innumerable ways. 
In addition, new executive responsibilities 
during the present century have been 
mainly imposed on the county councils. 
For instance, being the principal education 
authorities since 1902, they are responsible 
for the school medical service ; they are 
local supervising authorities for mid- 
wives under the Midwives Act of 1902 
and also organizers of a whole-time 
Service of midwives under the Act of 
1936 ; they may be welfare authorities for 
the care of mothers and children; they 
administer the Mental Deficiency and 
Mental Treatment Acts ; they provide the 
tuberculosis, venereal disease, and cancer 
services; they are responsible for the 
hospital and medical organization, 
whether public health or Poor Law, which 
was transferred to them from the former 
Guardians. 

The whole system is confusing and 
incoordinated. While county councils 
provide general and special hospitals, 
district councils may also do so, and, in 
fact, own most of the hospitals for infec- 
tious diseases; the larger borough and 
urban district councils may be responsible 
for part of the school medical service if 
they are education authorities for elemen- 
tary education ; either the county council 
or the district council may be the welfare 
authority, depending on a more or less 
accidental decision in 1907, so that in one 
county the care of mothers and children 
may fall on the county council, while in 
the neighbouring county this work may 
be undertaken entirely by the district 
councils. Further, many of the districts 
are too small for efficient and economical 
management of some of the tasks they 
have undertaken or have had forced on 
them, and the same is true of some of the 
counties and quite a number of the county 
boroughs. The Public Health and Local 
Government*Acts give ample facilities for 
combination of local authorities to over- 
come this difficulty, but they are often un- 
willing to co-operate, and, except for Port 
Health Authorities and in the case of the 
Cancer Act, 1939, the machinery for 
enforcing it is inadequate. The Local 
Government Act of 1929 also provided 
means of rationalizing the distribution of 
Services between county councils and 
district councils, but its operation has 
been disappointing from lack of firm and 
definite central direction. 

Two important statutory services of a 
public health character remain outside the 
province of the major authorities. In so 
far as there is any local control over the 
administration of National Health Insur- 
ance its rests with the Insurance Com- 
mittees of counties and county boroughs. 
District councils have minor functions in 
relation to the sanitary state of factories. 
but the main responsibility for occupa- 
tional health lies with a central depart- 
ment (in peacetime the Factories Depart- 
ment of the Home Office. in wartime the 
Ministry of Labour and National Service). 


Health Departments 

The first appointment of a medical 
officer of health was made in Liverpool in 
1847, and in the following year Dr. Simon 
(later to become famous as Sir John 
Simon, the first medical officer succes- 
sively of the General Board of Health, 
the Privy Council, and the Local Govern- 


ment Board) was appointed medical officer 
of health for the City of London. After 
the passage of the Public Health Act, 
1848, such appointments rapidly increased 
in number, and the Act of 1875 made 
them obligatory epon all sanitary authori- 
ties. The great majority of the holders 
were at first part-time officers, but gradu- 
ally they became whole-time in the large 
towns, and when the appointment of 
county medical officers was sanctioned in 
1888, and imposed in 1909, it was stipu- 
lated that they should devote their whole 
time to their official duties. The Local 
Government Act, 1929, placed on county 
councils the duty of making plans where- 
by in future all district medical officers 
of health would not engage in private 
practice. 

At first the only academic condition of 
holding these posts was a qualification in 
medicine, but since 1888 all newly 
appointed medical officers of health of 
counties and large distzvicts have had to 
hold an additional qualification in public 
health. Later legislation has extended 
this condition to all areas, unless the 
Minister of Health otherwise permits. A 
diploma in public health or similar regis- 
trable qualification is now virtually the 
portal of entry to the public health 
service. The policy of making the appoint- 
ment of medical officers obligatory, of 
ensuring security of tenure for them, of 
insisting on their being whole-time 
officers, and of prescribing special post- 
graduate qualifications for them has had 
the full support of the organized profes- 
sion and may be regarded as recognition 
of the importance of the posts they fill. 

The first medical officers of health 
were concerned chiefly with sanitation. 
housing, food control, the prevention of 
the spread of infectious diseases, and the 
preparation of vital statistics—i.e., with 
measures directly aimed at apprising the 
local public of the problems which had 
brought their departments into being, 
advising their local authorities as to 
remedies, and applying these remedies in 
so far as legal power permitted. To a 
large extent they worked medically single- 
handed, assisted by sanitary inspectors, 
disinfectors, clerical and other staff. 
Some of the larger towns appointed 
medical assistants, and toward the end 
of the nineteenth century an increasing 
number of hospitals for infectious diseases 
and laboratories with medical and other 
staff were provided under their control. 
Their work was directly preventive, con- 
cerned with environment—if an infectious 
person may be regarded as part of the 
environment of others—although the 
segregation in hospitals of cases of infec- 
tious disease brought them inevitably into 
the field of curative medicine affecting 
individual members of the community. 

In the early part of the present century 
various circumstances led to a new 
orientation in public health policy and the 
beginning of what are now known as the 
personal health services of local authori- 
ties. They included supervision of mid- 
wives (from 1902); care of the health of 
infants (from 1907), extended in 1915 and 
1918 to cover all kinds of social and 
medical provision for expectant, par- 
turient, and nursing mothers and for 
children up to the age of 5, short of a 
domiciliary medical service: care of the 
health of school children (from 1907): 
the prevention and dispensary and institu- 
tional treatment of tuberculosis (from 
1912); the prevention and treatment of. 
venereal diseases (from 1916): the ascer- 
tainment and contrel of mental defectives 
(from 1913) ; the whole wide field of Poor 


Law medicine and institutional care of the 
sick (from 1929); the provision of a 
whole-time service of midwives (from 
1936); and arrangements for the early 
and organized treatment of cancer, adum- 
brated by the Act of 1939 but not yet 
effective because of the war. Public 
education as to the promotion of health 
and avoidance of disease was from the 
beginning an essential part of the schemes 
for exercising the functions relating to 
some of these services, and such educa- 
tion was recognized as one of the general 
activities of health departments by the 
Public Health Act, 1925. 


Staffing of Health Departments 

These departments now carry personnel 
in much larger numbers and far more 
various in their qualifications and duties 
than before the personal health services 
came into being. In addition to the 
medical officer of health and, in large 
cities, his deputy and/or general medical 
assistants, there are school medical 
officers, maternity and child welfare 
officers. medical supervisors of midwives, 
medical officers in charge of ante-natal 
clinics, tuberculosis officers, bacterio- 
logists, and medical officers for mental 
deficiency, quite apart from the medical 
superintendents and other officers engaged 
in institutional work. Individual medical 
officers may be engaged in more than one 
of these branches of the service, and this 
is fairly usual with child welfare and 
schooi health. Non-medical staff includes 
dentists. chemists, health visitors, school 
nurses. tuberculosis visitors, visitors for 
mental deficiency, visitors of the blind, 
sanitary inspectors, dispensers, and clerks, 
in addition to institutional staffs. all 
working in teams with the medical officers 
associated with their branch of work. 

It should be noted that the Government 
takes so serious a view of the importance 
of the services rendered by these officers 
that the qualifications of senior holders 
of posts, sometimes of all officers in a 
category, are prescribed and go far beyond 
mere qualification in medicine or nursing. 
A large number of medical practitioners, 
including specialists, serve on a_ part- 
time basis. Nearly all the other types of 
officers are whole-time. Obviously teams 
of this kind, built up over the past thirty 
years, will not be lightly broken up. 


(To be concluded) 


Public health services, including school 
medical services, are to release further 
doctors (except whole-time staffs of hospitals) 
for the Services. The Ministry of Health 
(Circular 2624) and the Board of Education 
(Circular 1586) suggest that local authorities 
should economize in medical man-power by 
co-operating one with another, replacing 
medical sessions at infant welfare clinics by 
non-medical sessions at which health visitors 
can do much of the work, relieving doctors 
of all administrative and clerical duties which 
can be done by lay staff, using the part-time 
services of general practitioners, employing 
Dominion and alien doctors. and, in the 
school medical service, pooling staffs of 
adjacent areas, omitting routine medical 
inspection of certain age groups, and delega- 


ting some duties to school nurses. Hitherto , 


the Ministry of Health has approved only 
municipal and E.M.S. hospitals and first-aid- 
post services for the employment of oversea 
practitioners, but in this latest circular 
approval is given to the public health and 
school medical services for this purpose. 
Local authorities are asked to submit their 
proposals for releasing doctors to the 
Regional Medical Officers of the Ministry. 
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THE B.M.A. AT WORK 
A DEMOCRATIC ASSOCIATION 


A special committee has just been 
appointed by the Council to look into the 
machinery of the Association. It is forty 
years since the present constitution was 
hammered out, and no doubt after that 
time the most perfect machinery needs 
overhauling. But the men of the last 
generation in Association affairs—Smith- 
Whitaker, Victor Horsley, Edmund Owen, 
J. C. MeVail, and others—built wisely 
and for the future, and the constitution 
which first functioned at the Swansea 
Meeting in 1903 offered as fine an 
example of democratic representation as 
the Parliament of the most enlightened 
country could show. One thing they did 
was to make the Council the executive of 
the Representative Body, and no longer 
administratively supreme. The Repre- 
sentative Meeting is the governing 
authority in the Association. 

But the spirit is more important than 
the constitution. Democratic institutions 
need not only constant vigilance to guard 
them but constant exercise to renew their 
spirit. In wartime all parliaments grow 
old, popular election gives place 10 co- 
option, members lose the stimulus and 
corrective of a critical electorate which 
can quickly call them to order. Since the 
war began the Annual Representative 
Meeting has not been held (the meeting 
last September was a conference of repre- 
sentatives of Home Divisions). The 
Council has now decided, subject to the 
war situation, to summon an Annual 
Representative Meeting for the second 
week in September, when, in addition to 
what may be expected to be fruitful dis- 
cussions, a new Council will be elected. 
Certain officers—namely, the Chairman 
and Deputy Chairman of the Representa- 
tive Body. and the Treasurer—will also 
come up for election. 

Probably not every member of the 
Association is familiar with the constitu- 
tion of the Council. It has a maximum 
of 67 members. and apart from 10 
members ex officio, 4 who represent the 
fighting Services, and 2 the public health 
services, all are elected either directly 
by the members of the Association 
on a_ territorial basis. or indirectly 
through their representatives. Twenty- 
two are elected by the members 
of the Branches in Great Britain and 
Northern Ireland, grouped for the pur- 
pose : 9 are similarly elected by oversea 
Branches ; and the other 20 are elected at 
the Annual Representative Meeting—12 
by the representatives of as many groups 
of home constituencies, and 8 by the 
representatives voting as a single body. 
Thus roughly half the Council is elected 
by the general membership and half by 
the representatives. 

Unfortunately the war situation, which 
has made contact difficult with a large 
portion of the oversea constituency, pre- 
vents any useful election to the nine over- 
sea seats, and the present representatives. 
subject to their consent. will remain. But 
the home Branches will have the oppor- 
tunity, for the first time for three years. 
to exercise their franchise. Unlike local 
government bodies. a proportion only of 
whose members retire each vear. the bulk 
of the Council runs the gauntlet of annual 
election, and it says much for the way in 
which the Council has conducted its 
affairs in the past that there have been no 
violent and sweeping changes. Men of 
proved ability and experience have been 


returned again and again, but there has 
also been continual infiltration of new 
blood. Continuity of policy has been 
secured, the experience of seniors has 
been available, and yet no one could com- 
lain that new men with energy and ideas 
— entrance to the Council too diffi- 
cult. 

The immediate matter is the election of 
the 22 members from the grouped 
Branches. Nominations can be made by 
any Division in the group or by not less 
than 3 members, and the election is by 


‘voting papers sent out from Head Office 


to each member of the various Branches 
in the group. The other members and 
the Officers will be elected at the Annual 
Representative Meeting itself. It is hoped 
that members will take advantage of the 
opportunity of this election in order that 
the new Council may have behind it a 
mandate from an informed and alert 
membership. 

It may be added that as another sign of 
the democratic character of the Associa- 
tion the Insurance Acts Committee has 
also lately broadened its basis, with six 
more members to be elected from the 
Annual Panel Conference. 


Correspondence 


State Medical Service 


Sir.—The view of any given individual 
as regards the desirability or otherwise of 
a State Medical Service is going to be 
coloured largely by his own experience. 
It may be safely conjectured that those 
who have had very few difficulties in their 
professional life, either owing to good 
fortune or to the possession of a suffi- 
ciency of this world’s goods at the outset, 
are going to cling like barnacles to the 
“ good old days,” as they see them. They 
are the reactionists. the laudatores tem- 
poris acti of every age. 

The essential fact, however. will always 
remain that to practise good medicine— 
i.e., medicine such as serves the best 
interests of patients—a man has to be free 
from extraneous worries, and these are to- 
day and alwavs have been associated with 
pecuniary difficulties. No amount of fine 
writing can gloss over this bare essential 
fact. It is the curse of our profession, and 
so often befouls our relations with our 
patients. To say that the best man will 
always come to the top is to ignore the 
fact that we cannot all be best men. and 
also that even the best man may well sink 
to the bottom while waiting for that 
helping hand which Dr. Johnson found so 
on absent in the patron of his 

av. 

Letters in the Supplement since Prof. 
Ryle’s article give the impression of 
having been written by men who repre- 
sent a small and, as regards numbers, an 
insignificant proportion of our profession, 
and who have very little idea probably 
how the rank and file of the profession 
live. Prof. Ryle has shown that he has a 
thorough grasp of the point of view of the 
average man, and no amount of dialectics, 
abstract arguments, and confused thinking 
on the part of pundits can upset that fact. 
The best proof of this would be a vote 
carried out among the various Branches 
of the B.M.A.., and this would provide an 
interesting summary of the views of a 
representative part of the profession as to 
whether they are or are not in favour of 
a State Medical Service. The fact will 
still remain that, whether we like it or 


not, some form of State Medical Service 
may still be inflicted on us, but it would 
be as well to know our own minds to 
begin with.—I am, etc., 

Hove. G. LLEWELLYN Davies. 


Sir,—-An argument for a State Medical 
Service which has received little attention 
in your columns is the practical certainty 
of great changes in the finances and even 
in the population of this country. Can 
our profession meet these changes with 
the methods that sufficed in palmy 
days, and may not the systems of private 
practice and voluntary hospitals suffer 
greatly? If there thus arises a prospect 
of greater comfort and security and a 
better standard of work in a State service. 
must we not face the prospect, and may 
not the “stimulus of personal advance- 
ment, profit, and gain,” to quote Di 
Dyke, force us to State service, as it drove 
Viennese physicians to a waiting list for 
the public medical service after the last 
war? 

We dread bureaucracy mainly because 
in this country too often the “ second- 
raters ” have become the bureaucrats and 
represented the State, while the able men 
in professions and callings have taken 
their individual ways remote from it. We 
think ourselves incapable of those atti- 
tudes of Soviet Russia which turn instincts 
of competition and mental adventure to 
the direct help of the State, though “ Red 
Medicine ” does not seem to have been 
stultified by State service any more than 
has the Red Army. If, however, we 
dread a State service as we have known 
it, surely it is not beyond us to evolve a 
new method of control, with physicians, 
cardiologists, clinical pathologists, and 
haematologists to advise, rather than fill 
your columns with destructive criticism 
of others’ ideals and praise of what is, 
after all, a semi-bankrupt status quo. With 
each of us, then, as an integral part of 
the State and the State service and our 
known and trusted leaders to advise we 
should no longer have this strange feeling 
that the State is a hostile power. State 
control or State service would no longer 
be notes of fear. We could say, “ L’Etat, 
c’est nous.”—I am, ete., 

W. A. Bourne. 


Medical Staffing of Hospitals 


Sin,—I must differ from Prof. Hims- 
worth (March 21 and 28) when he states 
that the governing bodies of a voluntary 
hospital are superfluous and that local 
hospital committees in a regional scheme 
would be equally so. A good lay govern- 
ing body is of the greatest value to any 
hospital, and makes a definite contribu- 
tion to the individual life of the institu- 
tion. The regional committee of Prof. 
Himsworth’s scheme should delegate 
much of its responsibility to the hospital 
committees, who would be the supporters 
of their own medica! staff in dealing with 
regional authorities. Such a local com- 
mittee is a democratic body in a way 
which a regional committee and a purely 
professional medical staff committee can- 
not be, and should share responsibility 
with the regional authority for making 
medical appointments from those selected 
by the Medical Selection Committee as 
proposed in the scheme. 

Only under some such elected demo- 
cratic control are we likely to receive a 
10°, block grant to be spent for the indi- 
vidyal hospital, not “ at the discretion of 
the medical staff committee,” but at the 
discretion of the hospital committee act- 
ing on the advice of its medical staff, 
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which, with proper understanding, shou'd 
amount to much the same thing. In 
addition to any official source of income 
a substantial fund from voluntary sources 
shouJld exist in any municipal hospital, 
not only as is common now as a Samaritan 
Fund but to aid the medical practice of 
the hospital. Such a fund would enable 
a hospital to obtain special equipment or 
initiate research or new methods of treat- 
ment quite apart from regional sanction or 
approval. 

Finally, with the growth of specialism 
and the increased time devoted to 
specialist examinations by large numbers 
of the hospital staff it seems probable 
that a medical superintendent could do 
much to co-ordinate the work of the 
hospital and thereby effect economies. 
There is a tendency for the patient to be 
successively subjected to the scrutiny of 
sO many specialists that no one seems to 
be responsible for him as an individual. 
The medical superintendent might use- 
fully step in here ; this responsibility for 
individual patients would link him with 
his clinical colleagues and keep before 
him the ultimate purpose of his adminis- 
trative functions. The chairman of the 
staff committee should be elected, cer- 
tainly, but it is hard to see why the 
medical superintendent should be pre- 
cluded from occupying such a position. — 
I am, etc., 

Hill End, St. Albans. W. J. T. Kimper. 


B.M.A.: Meetings of Branches and 
Divisions 

Kenya BrancH: Momsasa DIvIsIoN 
At a meeting of the Mombasa Division, held 
at Mombasa on Sept. 1, 1941, with Dr. J. M. 
Liston in the chair, Dr. T. B. Dev read a 
paper entitled ‘“* An Explanation of Homoeo- 
pathy and its Principles.’ After Dr. Dev 
had answered a number of questions a hearty 
vote of thanks was accorded him for his 
interesting paper. 


LINCOLNSHIRE BRANCH: LINCOLN 
DIVISION 
At a meeting of the Lincoln Division held at 
Lincoln County Hospital on April 2, with Dr. 
S. Wray in the chair, Surg. Lieut.-Cmdr. 
JOHN BuUNYAN gave an address on “ The Treat- 
ment of Buins and Wounds by the Envelope 
Method.” His lecture and some excellent 
coloured cinematograph films were much 
appreciated. Mr. G. K. McKee spoke in 
support of the method, and showed a film of 


_ its application to the treatment of compound 


fractures. On the motion of Dr. G. C. 
Wetts-Cote, seconded by Wing Cmdr. 
A. W. BapENocn, a hearty vote of thanks 
was accorded the speakers for their addresses. 


NortH OF ENGLAND BRANCH: CLEVELAND 
DIvISION 

At a general meeting of the Cleveland 
Division, held at Middlesbrough on Jan. 23, 
with Dr. H. Fattows in the chair, dis- 
satisfaction was expressed at the action of 
the Chairman of the Special Conference of 
Representatives of Home Divisions in ruling 
out of order the motion from Cleveland 
regarding the extension of the panel to 
include patients up to incomes of £420 per 
annum. 

The meeting then considered a circular 
from the medical officer of health on the 


* treatment of special cases at Newcastle-upon- 


Tyne. Dr. MercaLFe Brown stated that he 
was attempting to enlarge the scope of refer- 
ence of cases to Newcastle to include special 
conditions which could not be treated at 
Middlesbrough. But care was required in 


this matter. As medical officer of health he 
was responsible not only to the corporation 
but to doctors in Middlesbrough, and his 
position would be invidious if cases were sent 
to Newcastle which could quite well be 
treated by doctors in the town. It was pro- 
posed by Dr. D. C. Dickson, seconded by 
Dr. F. Granam, that the meeting was satis- 
fied that the circular was in the best interests 
of the patients. 


Nortu oF ENGLAND BRANCH: DARLINGTON 
Division 


At a meeting of the Darlington Division, ° 


held at Darlington on Dec. 9, 1941, the chief 
item under discussion was the change in 
policy of the local public health department 
on the x-ray examination of patients sus- 
pected of having tuberculosis. Hitherto these 
patients had been seen by a public health 
officer, and then, if he thought fit, had been 
sent for x-ray examination and report to a 
specialist. Under the new scheme the public 
health officer (assistant tuberculosis officer) 
now made the x-ray examination himself on 
a portable apparatus. This policy was 
deplored by the meeting, which thought that, 
even if the apparatus was capable of taking 
proper chest radiographs, their interpreta- 
tion was beyond the scope of one who had 
only recently qualified. These assistant 
tuberculosis officers might not stay longer 
than six to twelve months, and it was pointed 
out that the patient would often be examined 
by a new tuberculosis officer and might suffer 
in consequence. It was decided that as the 
medical officer of health was not present at 
the meeting a subcommittee of three should 
be appointed to meet him and discuss the 
whole matter, and to get evidence of the 
results obtained from the x-ray apparatus. 

At the same meeting Dr. W. W. Forsyth 
was appointed to the North Regional 
Planning Committee. 


H.M. Forces Appointments 


ROYAL ARMY MEDICAL CORPS ; 
Lieut.-Col. W. E. Adam, having attained the age 
for retirement, has been retained on the Active List 
supernumerary to establishment. 
Major (Temp. Lieut.-Col.) J. H. C. Walker to 
be Lieut.-Col. 
TERRITORIAL ARMY, R.A.M.C. 
Col. C. B. Baxter, O.B.E., T.D., having at- 
tained the age limit, has relinquished his 
sion, and retains his rank. 
Lieut.-Col. J. Walker, M.C., T.D., having at- 
tained the age limit, has relinquished his commis- 
sion, and is granted the rank of Colonel. 


LAND FORCES: EMERGENCY COMMISSIONS, 
R.A.M.C. 


War Subs. Capt. H. Sherry has relinquished his 
commission on account of ill-health and retains his 
rank. 

Lieut. R. J. Rowland has relinquished his com- 
mission on account of ill-health and retains his rank. 

To be Licuts.: P. Mcl. Bennett, J. T. S. Brown, 
N. B. Carmichael, W. F. Christian, H. Cohen, 
C. H. Devin, D. J. Doherty, J. P. Donnell, W. 
Dornan, G. R. Evans, C. W. A. Falconer, M. D. 
Fox, R. A. S. Gibb, K. T. Grey, M. I. Hepburn, 


_ W. E. Inglis, J. Kelnar, J. McKerrigan, J. B 


Latto, D. L. Lewis, I. MacI. MacAlister, T. C. 
MacDonald. J. M. Matthew, J. C. D. Mellor, 
H. Owen, T. F. Redman, J. F. Robertson, M. K. 
Rose, D. Rosser, M. Ryle, R. D. R. Shanks, R. H. 
Simpson, M. B. St-ock, J. R. Turner, K. O. Warner, 
A. S. Whitehead, J). Wilson, R. P. Young, J. W. T. 
Pretsell. 

The following have been granted Emergency Ap- 
pointments as M.O.s with the relative rank of 
Lieut.: Leah Rosenbloom, Margaret Ball. 

WOMEN’S FORCES 
EMPLOYED WITH THE R.A.M.C. 

The following M.O.s have been granted commis- 
sions in the rank of Lieut.: Margaret R. Gilmour, 
Constance M. Vallange. 

ROYAL AIR FORCE 

To be M.O.s (Emergency) with the relative rank 
of Flying Officer for employment with the R.A.F.: 
Miss R. Gleibermann, M.B., Ch.B., Miss J. B. T. 
Logan, M.B., B.Ch., Mrs. Edna Pearse, M.B., Ch.B. 


R.A.F. VOLUNTEER RESERVE 


Fi. Lieut. 1. S. McGregor has resigned his com- 
mission and retains the rank of Squad. Ldr. 

Fl. Lieut. T. L. P. Harries has relinquished his 
commission on account of ill-health and retains his 
rank. 

Fl. Lieut. R. G. Crawford has relinquished his 
commission on account of ill-health. 

Flying Officer W. E. Greenwood to be War Subs. 
Fl. Lieut. 


INDIAN MEDICAL SERVICE 


Lieut.-Cols. R. F. D. MacGregor, C.1.E., and 
S. C. Contractor have retired. 


EMERGENCY COMMISSIONS 


Lieuts. S. F. Seelig, O. B. Brears, C. Ibbotson, 
H. R. Cara, W. L. P. Spicer to be Capts. 
C. Sonick to be Lieut. 
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WEEKLY POSTGRADUATE DIARY 


British Mepicat Scnoor, Ducane 
Road, W.—Daily, 10 a.m. to 4 p.m., Medical 
Clinics ; Surgical Clinics and Operations; Ob- 
Stetric and Gynaetological Clinics and Operations. 
Daily, 1.30 p.m., Post-mortems. Mon., Course 
on Surgical Care of the Soldier in Training 
begins. Tues., 10 a.m., Paediatric Clinic ; 11 a.m., 
Gynaccological Clinic. Wed., 11.30 a.m., Clinico- 
pathological Conference (Medical). Thurs., 2 
p.m., The Cont:ol of Diphtheria, 
McKinnon; 2 p.m., Dermatological Clinic. Fri., 
12.15 p.m., Clinico-pathological Conference (Sur- 
gical); 2 p.m., Clinico-pathological Conference 
(Gynaecological) ; 2 p.m., Sterility Clinic. 


FELLOWsHIP OF MEDICINE, 1, Wimpole Street, W.— 
Medical Society of London: ‘Revision Course in 
Anaesthetics. Lectures § p.m. daily, Mon. to Fri.. 
Clinical work at various London hospitals. St. 
John Clinic and Institute of Physical Medicine: 
Mons. & Weds., 3.30 p.m. Course in Ultra- 
violet Irradiation Therapy. National Hospital 
for Diseases of the Heart: Tues. and Weds., 10 
a.m. Out-paticnt clinics. 


EpinsurGu PostorapuaTE Lectrures.—At Fdinburgh 
Royal Infirmary, Thurs., 4.30 pm. Dr. F. E. 
Reynolds: Concerning Cancer. 


GLasGow UNIVERSITY: DEPARTMENT OF OPHTHAL- 
MOLOGY.— Wed. T. Howie: Vestibular 
Nystagmus. 


DIARY OF SOCIETIES AND 
LECTURES 


Society oF MepicineE.—Mon., 4.30 p.m. 
Section of Odontology. Fri., 10.30 a.m. Section 
of Otology ; 2.30 p.m. Section of Laryngology ; 
2.30 p.m. Section of Anaesthetics. 


MepicaL Society oF Lonpon, 11, Chandos Street, 
W.—Mon., 5 p.m. Presidential address by Surg. 
Rear-Admiral G. Gordon-Taylor : Amputations. 


B.M.A.: Diary of Central Meetings 
May 
6 Wed. Journal Board, 1.45 p.m. 


B.M.A.: Branch and Division Meetings to 
be Held 


BisHop AUCKLAND Division.—At Cottage Hospi- 
tal, Bishop Auckland, Mon., April 27, 8 p.m. 
Election of Local Medical War Committee. All 
— in area of Division are invited to 
attend. 


KENSINGTON Diviston.—At West London Hospi- 
tal, Hammersmith, W., Wed., April 29, 8.30 p.m. 
Clinical meeting. 


Mip-CuHesHire Division.—At General Hospital, 
Altrincham, Sun., April 26, 3 p.m. Election of 
Local Medical War Committee. All practitioners in 
area of Division are invited to attend. 3.30 p.m., 
Annual meeting. 


BIRTHS, MARRIAGES, & DEATHS 


The charge for inserting announcements under this 
head is 10s. 6d. This amount should be forwarded 
with the notice, authenticated with the name and 
address of the sender, and should reach the Adver- 
tisement Manager not later than first post Monday 
morning to ensure insertion in the current issue. 


MARRIAGE 


BeLpon—Gaunt.—On April 7, 1942, at Calverley, 
Yorkshire, Lieut. Edgar Beldon, R.N.V.R., to 
Maria Lambert Gaunt, M.B., Ch.B., of Leeds. 
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